Background. Satisfaction with access to primary care is one component of overall patient satisfaction. The objectives of this paper were to describe patient satisfaction with access in interprofessional family practices and to examine predictors of being less than satisfied with access.
Background
Patient satisfaction with health care is an important outcome since it can impact compliance with medical treatment, 1,2 the clinician-patient relationship 3 and use of health services. 4 While patient satisfaction with health care is determined by a complex interaction of factors, it is closely related to quality of care, 5 and it is used extensively as one measure of health care performance. 6 Reasonable access is essential for care to be responsive and provide continuity.
Access to a family physician practice is viewed as a key desirable component of primary care from the perspectives of patients, health care providers and payers in Canada and elsewhere. [7] [8] [9] Patient satisfaction with access to primary care may be related to the timeliness to receive scheduled care, urgent unscheduled care, the ability to see the provider of choice and wait times while at the office. For example, patients who see their own family physician for an urgent health problem are more satisfied with how their problem is handled than patients who use other services 4 and satisfaction in primary care is lower with longer wait times in the office and shorter consultation with the physician. 10 Restructuring of primary care in Canada since the early 1990s has made access a priority. 11 The shift in primary care to models that support interprofessionals teams and improved access can be expected to impact patient satisfaction. Although access is a priority in primary care reform and efforts have been made to improve this, we have little information on patient satisfaction with various aspects of access in the family practice in these new models or on patient's perceptions of what is reasonable access to their family physician and the practice.
Our two academic teaching clinics provide interprofessional primary care. There is a mix of physician and non-physician clinicians, as well as family medicine residents and other learners from a range of disciplines. For several years, our clinics have provided a weekend clinic and nurse telephone triage to an on-call physician 24/7. Since 2006 when the two clinics became a Family Health Team, we have added more health professionals to the staff, resulting in a broader range of programmes and services, more opportunity for patients to have contact with multiple providers and an increased number of appointments to the clinic generally as a result of appointments with a range of professionals. This paper describes the results of a patient satisfaction survey that was part of an overall evaluation of the enhanced model that began in 2006. The objectives of this analysis were to describe patient satisfaction with and expectations of access during and after regular office hours. Since satisfaction with health care is typically high in survey respondents, we also wished to examine predictors of being less than satisfied with access to determine any potential need for patient education or changes in organization of the practices.
Methods

Clinic description
The two clinical teaching units are affiliated with the Department of Family Medicine, McMaster University, Hamilton, Ontario. Together they have 70 000 patient encounters per year. They are staffed by academic full-time family physicians and community family physicians, nurses, nurse practitioners, registered practical nurses, consultant psychiatrists, social workers, dietitians, clinical pharmacists, a lactation consultant and a part-time chaplain. The majority of learners in the units are family medicine residents and undergraduate medical students. Both clinics are open until 8 p.m. Monday through Thursday with scheduled appointments. There is a weekend and holiday clinic providing same-day appointments from 10 a.m. to 2 p.m. located at one clinic available to any patients of either clinic. The after-hours messages instruct patients to use the nurse-staffed telephone health advisory service or to directly contact the on-call physician. The nurse-staffed telephone service provides advice on self-care, recommends using the emergency department or dialling 911 when required, seeing the physician the next day or can directly contact the on-call physician or resident.
Study design and sampling
The study was a cross-sectional mailed survey administered in the fall of 2007. Patients were sampled from the electronic medical record of the two clinics. All patients aged >18 with a visit to one of the practices between January and July 2007 were extracted. To ensure representation of patients who had seen non-physician health professionals, the sampling frame was stratified by whether the patient saw only a family physician or resident during that time or whether they had seen at least one other health professional. Two hundred patients from each stratum for each clinic were randomly selected for survey administration. Patients who had not responded within 3 weeks were sent a reminder letter and second survey.
Survey
The survey was adapted from the General Practice Assessment Survey 12 to our local setting and also included questions from an unvalidated patient survey used in our department in a project assessing multiple dimensions of quality in family practice. The survey asked about physical factors in the practice, perceptions of quality of care, perceptions of staff, access during and after regular hours, expectations of reasonable access, providers seen and frequency and demographic information. The survey was circulated to research colleagues to ensure clarity and face validity. Revisions were made to the survey to clarify wording and response options. For most items, positive statements were provided, with a five-point scale from strongly disagree to strongly agree. Ease of use, timeliness and care from after-hours services and perception of wait times in the office were rated on five-point scales using not at all easy to extremely easy and poor to excellent, as appropriate. Results pertaining to access are reported in this paper.
Statistical methods
Frequencies of response options were generated and examined. Items for which >25% of respondents reported 'neutral', 'disagree' or 'strongly disagree', further analyses were conducted to identify demographic predictors of less agreement with positive statements. For these outcome variables, age, gender, working at a job for pay, non-white ethnicity, home not owned (e.g. rented), fair or poor self-reported health, household income (<$15 000, $15 000-$29 999, $30 000-$44 999, $45 000-59 999 and >$60 000), highest completed education (up to high school, college, university and postgraduate university) and marital status (never married, married or common law, divorced or separated and widowed) were entered into a forward stepwise logistic regression (Wald method) with a P-value of 0.05 to add a variable to the model and P-value of 0.10 to remove a variable, to determine predictors of less agreement. Analyses were done in SPSS version 15.0 (Chicago, IL). The criterion of statistical significance was set at alpha = 0.05 (two sided).
Family Practice-an international journal Results Surveys were sent to 799 patients. Of the 770 surveys that were not returned to sender, the response rate was 49.9% (384/770). Responders were older than non-responders [mean age 51.1 years, standard deviation (SD) = 17.7 versus 44.9, SD = 17.6, P < 0.001] but were not different on gender. Demographic characteristics of respondents are shown in Table 1 . Most respondents reported seeing their health care professional more than three times in the past year (62.2%; 239/384), 26.8% (103/384) saw the person two to three times and 8.1% (31/384) saw the person once.
Items on which >25% of respondents reported 'neutral, disagree or strongly disagree' were 'I receive an adequate explanation if my appointment is delayed when I get to the practice', 'I can usually get an appointment within a reasonable time', 'If I need to, I can see a doctor in 1-2 days' and 'I can get my prescriptions refilled without a visit' ( Table 2) .
The most common waiting time for an appointment after arriving at the office was reported to be 11-20 minutes (46.5%; 175/376), followed by <10 minutes (25.0%; 94/376), 21-30 minutes (22.3%; 84/376) and >30 minutes (6.1%; 23/376). Among respondents who reported waiting <10 minutes, 74.5% (70/94) felt the time was very good or excellent, 20.7% (36/174) of respondents who waited 11-20 minutes felt the time was very good or excellent and 2.9% (3/105) of respondents who waited >20 minutes felt the time was very good or excellent (P < 0.001). Table 3 shows the responses to question regarding use of after-hours care options. Most patients (71.1%; 271/381) reported being aware of the hours the practice was open, and the majority (83.3%; 300/360) rated the hours good, very good or excellent. Of the 26.7% (100/374) of respondents who reported that they had telephoned the practice during an evening or weekend in the past 12 months, 66.0% (62/94) felt that the information on the telephone message was very to extremely useful. A similar proportion of respondents (25.5%; 93/365) reported that they had visited the weekend/holiday clinic in the past 12 months, 50.5% (47/94) felt that the care was very good or excellent and 36.6% (34/94) felt that the care was good.
Among patients who reported 'neutral to disagree' that they were able to see a physician in 1-2 days if needed, there was no significant difference in the proportion who reported telephoning the practice after hours (24.8%; 25/101) compared to respondents who reported 'agree to strongly agree' (28.2; 72/255) (P = 0.56). The results were similar for patients who reported visiting the practice after hours [27.8% (42/ 151) versus 25.5% (54/212), P = 0.58).
In the logistic regressions, no demographic factors were significantly associated with reporting neutral to strongly disagree for the questions 'I can get my prescriptions refilled without a visit' and 'I receive an adequate explanation if my appointment is delayed when Respondents defined a reasonable time to be 4.8 days on average (SD 7.7 days).
I get to the practice'. Respondents who were working at a job were more likely than others to be neutral or disagree with the statement 'I can get an appointment within a reasonable time' [odds ratio (OR) = 1.9; 95% confidence interval (CI) = 1.1-3.2] and respondents with fair or poor self-reported health compared to others were more likely to be neutral or disagree with the statement 'If I need to, I can see a doctor in 1-2 days' (OR = 2.0; 95% CI = 1.1-3.6).
Discussion
Satisfaction with timeliness In our academic interprofessional family practices, satisfaction with access is generally but not universally high, as indicated by >75% of respondents reporting agreement with most positive statements relating to access. These results are similar to results in the UK using the general practice assessment survey. 13 Long wait times for the consultation to begin in the office may influence aspects of the patient-provider interaction and overall satisfaction. 10 In the present study, the majority of respondents reported waiting <20 minutes for their appointment to begin. Three-quarters of patients agreed that a wait time of <10 minutes for the appointment to begin was excellent or very good in the present study, whereas only 20% of respondents who waited >20 minutes gave this rating. This is similar to a previous study that examined patient-defined standards for primary care, which reported a wait time of 6-10 minutes and next day appointments as satisfactory.
14 Patients' satisfaction with access is likely influenced by different expectations of timeliness in different settings. The mean number of days patients felt was reasonable to wait for an appointment was 4.7 in the present study; however, the survey question did not distinguish between urgent and non-urgent appointments. For specialist appointments in Canada, the median wait time for an appointment was reported in a patient survey to be 4 weeks, and 41% waited 1-3 months for an appointment. 15 However, only 29% of respondents felt their waiting time for a specialist visit was unacceptable. In a survey of Canadians with chronic health conditions, only 36% of patients reported that they could get an appointment with a health care professional in 1-2 days. 16 That survey included physicians other than family physicians. In contrast, in the present study, 70% of patients reported agreement with being able to obtain an appointment in our clinics in 1-2 days. The expectation in the primary care setting seems to be that access for appointments should be more immediate compared to specialist appointments. This may also reflect patients' perceptions of the type of problem for which they visit the family physician as opposed to a specialist.
Satisfaction with health care generally Satisfaction with health care is typically high in surveys. In the Canadian Community Health Survey (2005), 91% of respondents were very or somewhat satisfied with the care from their family doctor or other physicians, ranging from 88% among respondents aged 20-34 years to 94% among respondents Family Practice-an international journal >65 years. 15 However, satisfaction with the family practice setting relates to different aspects of the practice. Patient satisfaction with access is often slightly less than satisfaction with the interpersonal aspects of care. 12, 13, 17 Interpersonal aspects of care may be affected by many variables relating to both the patient and physician, whereas satisfaction with access may be a more straightforward concept. In a study of satisfaction in different health care settings, among four dimensions of satisfaction with general practice including interpersonal care and information, waiting time, access and physical facilities, interpersonal care and information was the strongest predictor of overall satisfaction. 18 Out of hours services use Approximately one-quarter of respondents used the weekend clinic and telephoned the practice after hours in the previous year. This is similar to other studies in the UK and Europe reporting 200-300 patients per 1000 population per year using after-hours primary care. 19, 20 It is interesting that respondents who disagreed that they were able to see a physician in 1-2 days were not more likely than other respondents to telephone or visit the practice after hours. This suggests that patients' wishes for quicker access may be related to expectations and desire for convenience more than actual need. Based on these results, we might expect advanced access and same-day appointments to influence satisfaction with the time to obtain an appointment during regular hours; however, need for after-hours care may be unaffected.
Factors affecting satisfaction
We found few associations between satisfaction and socio-demographic factors. The result that respondents who were working at a job were less satisfied with being able to obtain an appointment within a reasonable time may reflect the age group and busy lifestyle and the desire for convenience. Respondents with fair or poor self-reported health were less satisfied with being able to see a doctor in 1-2 days, which may relate to the perceived urgency of their problem. Previous studies using the general practice assessment survey have found that some ethnic minorities have higher expectations and lower satisfaction and older patients have lower expectations and higher satisfaction. 14, 21 There were very few non-white respondents in our survey and this may have resulted in the inability to detect differences.
Limitations A limitation of this study was the 50% response rate. This is lower than typically seen in mailed surveys. 22 Results may have been biased if non-respondents were less satisfied. For example, we had few respondents of non-white ethnicities and this may have inflated our estimates of satisfaction. This study was conducted in two clinics within one academic family medicine department and may not be generalizable to all other family practice settings. However, results appear to be in line with other surveys of patient satisfaction with access. In addition, although the survey was adapted from a previously published reliable instrument and we conducted pretesting, the survey's psychometric properties were not assessed in this study.
Implications for the future
The results of this study raise the issue of how to interpret patient satisfaction surveys and whether information from them should be used as a basis upon which to implement changes in the practice setting. The interpretation of patient satisfaction as an indicator of high quality should be made with caution. Williams et al. 23 suggest that satisfaction is usually very high in health care because only the occurrence of negative events trigger a perception of dissatisfaction and that high satisfaction should not be interpreted as universally good care. In the hospital sector, it has been difficult to change patient satisfaction in part due to patient expectations. 24 Therefore, dissatisfaction may not always indicate poor care but rather the need to inform patients on reasonable expectations and communication about delays.
